Poor science
Sir, I read with increasing disbelief the article by Bonsor et al. on photoactivated disinfection in endodontics (BDJ 2006; 200: 337) . This research was not randomised, was not controlled and was not blinded. The sample size was tiny. The methodology is wide open to criticism. Why when the canals had been prepared with greater taper files (6% minimum taper) were ISO 2% files used to take samples? They would not touch the sides! Why were no controls taken? The canals were actively irrigated for a total of three minutes with the PAD solution. Irrigants clean -would one not expect a reduction in bacterial contamination anyway?
This was very poor science. It does nothing to advance endodontics or to answer the real questions about the use of photo-activated disinfection in endodontics.
I was saddened at the prominence given by the BDJ to this article. Is this really the quality of CPD that we should be encouraging? A. D. M. Watson The Wirral doi: 10.1038/sj.bdj. 4813725 
Flawed methodology
Sir, I read with interest the paper evaluating PAD in endodontics (BDJ 2006; 200: 337) . Although the aim of the study was to assess the effect of PAD when used as an adjunct to conventional disinfection (using 2.25% sodium hypochlorite solution) the methodology appeared flawed in one aspect which was left unmentioned in the authors' discussion.
The paper described sampling, following sodium hypochlorite irrigation, using a 0.02 taper hand file one size larger than the MAF file. This would have altered the canal geometry, increasing its diameter and hence volume. Consequently the flow, volume and depth of penetration of the PAD solution, which was subsequently introduced, would have been facilitated.
It follows that the conditions in the canal comparing the effect of sodium hypochlorite and PAD were distinctly different. In fact the conditions were biased in favour of the PAD, and it is my assumption that this may have accounted for the observed fall in microbes following PAD treatment. If sodium hypochlorite was reintroduced having enlarged the canal a similar effect may have resulted.
Therefore, it is difficult to conclude from this study that PAD is more effective than sodium hypochlorite as a disinfectant, even though the authors' discussion implied that it was. If the authors' results were obtained without altering the canal dimensions during sampling then indeed PAD could be shown (taking into account the small sample size) to be a useful adjunct to sodium hypochlorite but this was clearly not the case. 
Pandemic flu
Sir, as far as we can ascertain there is a lack of information available to dentists on what to do in the event of pandemic flu. We here in Hillingdon have produced the following information and thought that it may be of interest to BDJ readers.
There is much contingency planning taking place in anticipation of pandemic flu. 1 Although there remain questions over the timing and the severity, most experts say it is not a question of if but when. Extensive advice for the general public is in preparation, which will include restricting unnecessary travel and gatherings. There is likely to be a certain amount of general disruption. The flu virus is expected to spread mostly through droplets and it is feasible that some people will be infectious before they are symptomatic. 2 At the start of the pandemic, there will be no vaccine for protection. In these circumstances, it may not be wise to try to continue with routine non-urgent dentistry, even assuming patients would want to attend. Like many small businesses, GDPs might expect a few lean months.
Other primary care colleagues meanwhile are expecting to be overwhelmed. There will be a national campaign to encourage self-help and using the phone as much as possible for advice. Even so, both pharmacists and GPs may anticipate a huge added burden, not least because of having to deal with all those with non-flu illnesses unable to access their usual hospital care. PCTs are charged with planning for how to cope with the community burden, and are looking for creative solutions for staffing their response, made all the more difficult by staff illness. 3 Dental practitioners and their staff have many of the generic skills that will be needed for the clinical flu effort. There are the basics of record-keeping, dealing with the distressed public, confidentiality and infection control. GDPs also have prescribing powers without needing to use the PGD (Patient Group Directives) planned for other groups. When debating this locally some years ago, there was an outline agreement with the LDC that dentists would be encouraged to volunteer to make themselves and their staff available to help out their medical colleagues. This may be to help staff flu treatment centres, or help fill backroom roles in general medical practices.
Suggestions are needed for the best ways of achieving this for those dentists that are willing, recognising the flexibilities in the new dental contract. This may need to be facilitated by the centre and implemented locally, in discussions between the LDC and PCTs. In return for being part of the pandemic flu emergency primary and community care workforce, the system would need to ensure dentists continue with their remuneration, get temporary relief from their targets and have any indemnity issues covered. Ready-made templates for delivering this package already agreed with the profession would help local planning.
We are confident that many dental practice staff will want to show their professionalism and rise to the occasion rather than hibernate for the duration. H. Pickles R. Rattan J. Asquith Hillingdon PDS was working well and we were very happy and surprised that a change to our way of working was beneficial to our quality of working life and our patients.
For existing PDS practices the work reflected in the test period has not been translated to the nPDS UDA target. This is because of increases by PCTs to UDA totals to try and protect themselves against a patient revenue shortfall, for which they will be responsible under the new contract.
Approximate calculations of surgery time for treating NHS patients (taking into account time for CPD, Clinical Governance, Good Practice Scheme, practice meetings, holidays etc) give us each a target of 6.2 UDAs per hour. The acting Chief Dental Officer has suggested that a reasonable rate of work is 3 UDAs per hour.
While it is relatively easy to work at a rate of 6 UDAs per hour, eg two fillings, one filling and three check-ups, it is not easy to be rewarded with 6 UDAs per hour as they are of course only measured on completed treatments. We may have to forget about time for prevention due to pressures of UDAs.
The Government spin to take dentists off the treadmill by only measuring courses of treatment sounds good, but targets are of course dependent on the length of a course of treatment. These vary tremendously -I have a patient to be seen today who requires at least 10 teeth filling, a thorough scaling, and an extraction -not good value for 3 UDAs if you have to provide the treatment.
The CDO would probably argue that the patient whom you see, who requires one filling that can be done at the recall appointment, will generate 3 UDAs in about 15 minutes. This is fair comment, but how do we know that the swings will equate to the roundabouts in this untested UDA system? I don't think that they will, especially in an unfluoridated area of high dental disease. Is it a fair form of remuneration? Again, I think not.
The effect that this will have is an incentive to actively treat whether necessary or not, no incentive to produce quality work and certainly not to welcome new patients or lapsed attendees, who may well require much more work in return for the UDAs that they produce.
While the political spin 'opens up dental surgeries as NHS access centres' by finishing with patient registrations, we all know that this will not increase new patient access as practices are already working to capacity.
There are further problems when an associate or partner leaves. These changes are not taken into consideration by the new contract. The vacancy created has a financial and UDA value. This may exceed the capabilities of the new dentist, or indeed may be insufficient.
Incidentally, my patient requiring all the work has failed his half hour appointment. I can't charge him for this, or claim any UDAs, making his treatment even more costly for me.
Is it me, or is someone trying to destroy NHS dentistry once and for all? C. H. Walker Barnsley doi: 10.1038/sj.bdj. 4813729 Commitment to accessibility The General Dental Council is committed to being open, accessible and accountable for its actions. Members of the public and dental professionals need access to information about our work so they may have confidence that we are fulfilling our public protection role.
Conduct hearings are public inquiries into the fitness to practise of dental professionals. Patients, other dental professionals, employers and others, all have a legitimate interest in the outcome of these hearings. That is why we consider it important to publish the details of cases in our newsletter (the Gazette) and on our website. Contrary to the writer's claim, no one is stripped of their 'courtesy title' in these reports. The GDC itself does not generally use the courtesy title 'Doctor' when writing to or about dentists.
The fee dentists pay for registration represents the true cost of regulation. The GDC is a non profit making organisation. The General Medical Council does charge doctors a lower fee, but with more than 230,000 registrants (the GDC has fewer than 40,000), this is a reflection of substantial economies of scale.
We do not offer free registration or reduced fees to dentists over the age of 65 as it would increase the charge to other registrants -very many of whom work part-time or have relatively modest earnings, for example, those studying medicine.
The GMC has obtained the necessary legal changes to have a non-practising list, for which those registrants will pay a lower fee. Currently, the law does not permit the GDC a 'non-practising' category. However, this is something we will be exploring as part of our work towards the introduction of a revalidation scheme for dental professionals. 
